Clinical Presentation {#sec1-1}
=====================

A 20-year-old male presented with painless swelling in the left lower anterior aspect of neck of one year duration [**Figure 1A**](#F1){ref-type="fig"}. The swelling was well-defined, unmovable, size 8×6 cm, smooth surface, normal temperature, and firm in consistency. The swelling was not moving with deglutition and there was no pressure effect on surrounding structures. Routine biochemical and hematological tests including hemogram with erythrocyte sedimentation rate, total leucocyte count, and differential leucocyte counts were normal. Plain radiograph, MRI, contrast enhanced (CE) CT scan of the cervical spine ([**Figure 1B**](#F1){ref-type="fig"}) revealed a lesion arising from the left anterior part of the C7 vertebral body with evidence of multiple foci of calcification.

![Clinical photograph of tumor situated in the: **A)** lower third of the left side of neck; **B)** contrast enhanced CT scan of the cervical spine showing evidence of a well defined lesion with irregular lobulated margins and areas of chondroid calcification seen in axial bone window image; **C)** gross surgical specimen after excision and photomicrograph; and **D)** shows a cap of normal hyaline cartilage with lacunar cells bearing eosinophilic inclusions in the cytoplasm.](SaudiMedJ-36-880-g001){#F1}

Questions {#sec1-2}
=========

What is the diagnosis?What is the management?

Answers {#sec1-3}
=======

On the basis of plain radiograph, CECT, and MRI, a provisional diagnosis of benign cartilaginous neoplasm was made. The fine needle aspiration cytology and trucut biopsy from the lesion revealed it to be a cartilaginous tumor, which was further confirmed after surgical removal of tumor mass ([**Figure 1C**](#F1){ref-type="fig"}) and histopathological examination ([**Figure 1D**](#F1){ref-type="fig"}).A complete surgical excision of the tumor was planned. He was placed supine; we approached the tumor through an anterior approach retracting the sternocleidomastoid and carotid sheath laterally, and the esophagus and trachea medially. The deep cervical fascia was divided, and the *longus colli* muscles were reflected subperiosteally. The tumor was excised completely, and adjacent structures were found free from any infiltration. The wound was closed after achieving hemostasis. He was completely free from disease after one year of follow up.

Discussion {#sec1-4}
==========

Chondroma is a benign cartilaginous neoplasm.[@ref1] Small bones of the hands and feet are most commonly involved, sometimes it may also occur in the ribs and pelvis, and rarely in the intracranial bones.[@ref2] Enchondromas are rarely present in the spine, comprising 2% of all chondromas.[@ref3] An enchondroma may occur as a single tumor or many tumors together. Chondromas are usually asymptomatic. However, proper diagnosis and total removal of the tumor are important because benign chondromas can transform into malignancy. Benign chondrogenic tumors can be classified into 4 types as proposed by Lichtenstein.[@ref3] The 4 histological types in this classification are; osteochondromas, enchondromas, chondroblastoma, and chondromyxoid fibroma. Different types have their own location of occurrence and frequency. Chondroma is the most common chondrogenic tumor, and it accounts for 2.4% of all osteocartilaginous tumors.[@ref4] Chondromas of the spinal column comprise \<5% of primary spinal tumors.[@ref5] In particular, symptomatic chondromas of the cervical spine are rare, and based on a PubMed literature reviews, only 19 cases have been reported so far.

Chondromas are usually found in the 20-40 years age group.[@ref1] Symptoms are usually swelling and pain at the lesion site. Many authors have reported enchondroma of the lumbar spine presenting with sciatica.[@ref1] However, in this case, the patient presented with swelling and mild pain around the lower neck.

Chondromas can be classified into 2 types according to their site of origin: the medullary cavity (enchondroma) and the surface of the periosteum (periosteal chondroma).[@ref1] In our case, the type was periosteal chondroma. The periosteal chondromas usually do not infiltrate the adjacent soft tissue even with increase in size. Chondroma can arise from any part of the vertebra including body, lamina, pedicle, and spinous process.

Plain films of x-rays show smooth erosions of the bone structure, which are sometimes radiolucent or sometimes calcified. The CT shows a soft tissue mass with stippled calcifications. The MRI demonstrates a subperiosteal lobulated mass at the bone surface with peripheral rim enhancement on T1WI.[@ref1] Nevertheless, MRI is also important for differential diagnosis because tumor size, location, pattern, and relation of surrounding structures can also be identified. It is often difficult to differentiate chondromas from other cartilaginous tumors on the radiologic finding alone. Hence, biopsy is needed for proper diagnosis.

Chondromas, which are also known as enchondromas, consist of benign hyaline cartilage, tissues of chondrocytes and cancellous bone tissue. Enchondromas are cartilage-capped bony projections that grow from heterotopic cartilaginous cell rests of the medullary cavity of bone. These cartilaginous rests are cells that are somehow displaced from the growth plate.[@ref3] Complete involvement of the cortex and soft tissue is highly suggestive of malignancy. The most common malignant transformation of chondromas is chondrosarcoma.[@ref3] Histologically, the cells of enchondromas resemble cells of normal hyaline cartilage. Cells with large nuclei are suggestive of malignancy.

The treatment of choice for chondroma is complete surgical excision.[@ref2] Although recurrence of chondroma is rare, it can recur with incomplete removal. Nearly 10% of solitary chondromas undergo malignant transformation that requires radiation therapy.[@ref1] The malignant transformation rate is very slow, but is more than 50% as a part of Ollier's and Maffucci's syndromes.[@ref1]

In conclusion, chondromas are rare cartilaginous neoplasms affecting the cervical spine. Meticulous preoperative and histopathological evaluation is important because these pathologies possess potential for malignant transformation.
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